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These two selections are from articles written 17 years apart about states on opposite
coasts of the country. The first article was written before the advent of large scale de-
institutionalization ; the second was written after.

Despite these differences both articles describe the same phenomenon. What is it ?
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The relations between community mental health progr"&ni;'arid- state men;
. . . ey ATMC
hospitals are beset with problems that require solution, T he author *

discusses the nature of these problems and some ways of . - o
dealing with them.

PROBLEMS IN RELATING COMMUNITY PROGVR:"I‘\V’MSiV
TO STATE HOSPITALS '

Hyman M. Forstenzer, MS., FAPHA.

: hos

NEW York StaTe’s Community Men-  and most immediate need is to develop: leg:
tal Health Services Act, and most a working partnership between com- ;i  fro
other state-wide efforts to develop mental munity services' and facilities and the .  ter
health services at the community level,  state hospital systems. Unless this is i3l - Ppit
came into being largely as a result of accomplished, I fear that we rur the’ k. 8T
frustrations caused by an almost com-  risk of solidifying two separate and Gl  PT
plete reliance on state mental hospitals  distinct programs, both ‘operating a{-dk  at
to cope with the problems of mental less than optimal levels, each handi: 38 . o°
illness. After more than four years of capping the other, and each presum- MK ¢0
experience in the administration of the ably concerned with different portions of - ~ mi
New York State community program, I the range of mental illnesses and possi- - be

see more clearly than ever the perti- bly with different segments of the total "I tie
nence of the following comment by Sir  population. An adequate system for the . m
Geoffrey Vickers in an address on “What  control of mental illness in populations
Sets the Goals of Public Health.” “In cannot be developed with the present “J¥
1946,” Vickers said, “the British Parlia-  dichotomy of community and state hos- g
ment, with the passing of the National _ pital services. . * cc
Assistance Act, thought it had destroyed
the last vestiges of that ‘New Poor Law’
which the reformers of 1834 expected
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of the new statute reflects attitudes which
are not responses to the future but pro-
tests against the past. It is not only
soldiers who start each war perfectly -
equipped to win the one before.”?
Are our present efforts to develop
community mental health programs more
a protest against the state hospitals of
the past than an attempt to meet the
present and future needs of the mentally |
ill? T believe that our most important |
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services over a full ‘decade forces the -
conclusion that as far as the serjously . °
mentally ill are concerned the ranksof -
community service personnel are almost
as closed as are those of. the total ‘com
munity. This may be the result of ‘dif
- ferences in values or in role concept;.
“of economics, or of training.” Whatever.
the cause, it ‘is important to note ‘that? €1
community mental health specialists by #5-.
j and large play no role in the care and .- ol
. rehabilitation of the seriously ill in their; ":s7
{ communities. The original rationale for -
mental hygiene clinics, namely, to pre- .
vent psychosis by treating nonpsychotic -
psychiatric cases still seems, to govern’ -
clinic practice although it has never -
been validated and most clinicians have::
‘quite properly stopped using . it ‘as’
justification’ for support of _clinics;
The relationship between communi
inpatient facilities and the state hos-
pitals presents another set of problems. . /
First, there is the still strong resistance -
of general hospital boards and staff to
the development of psychiatric services - -
within the general hospital.  Second, -
there is the preoccupation of the large,
municipally operated, general hospital -
psychiatric divisions with screening pa- . -
tients to determine whether treatment is’
necessary. Here the prevailing pattern * .
. of distribution of fiscal responsibility for .-
i the hospital care of the mentally ill plays -
a significant part. " In most states, men: ’
tal hospitals are entirely supported by
state government with no charge back
to local government. Local fiscal au-
- thorities exert pressures on local mental.
health specialists in publicly supported.
general hospitals to quickly-arrange:¥.
state hospital admission for tb'oge ?.fox. R
o ~whom treatment is considered .necessa
" Right now, one wonders how the . and to discharge the others back to
“Closed Ranks™ of communities toward _ community. The determination is rarel
the serionsly ill can be broken in the - ‘made on the basis of what can be ‘doné:
absence of feadership by example on ;. for the patient through short-term trea!
the part of the community -specialists - “ment programs within_tl!e'gmgral hos:
in mental illness. Close observation of - pital. - T
the Practices of outpatient communi Do :
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Some of the problems in relating com-
munity programs to state hospitals have
been described. There are many others,
hut none of them are insoluble. Until
they are solved, it is unlikely that we
will develop an effective program for
the control of mental disorders in large
populations.
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were oriented oward the more seriously disordered. The counties’
response to this new population was colored by a history of serving
what was essentially another type of clientele. Organizational
technologies had been constructed, roles elaborated, and routines
established that were consistent with the new, and professionally
exciting, approach of community mental health. Caring for the
chronically mentally ill was not considered part of their professional
domain.!s In spite of the tremendous increase in State expenditures
for local mental health programs—from $27.5 million in fiscal year
1969 10 $185.5 million in fiscal year 1976—local programs were
disinclined to target community mental health dollars specifically to
the types of patients who were prone to be hospitalized. .

It is 1o be expected that when one level of government controls the
purse strings for another, some degree of accountability will be
exercised. In the California mental health system, however, the State
relinquished control of programs in its effort to disengage itself
from the delivery of direct services. The new mental health law was
designed to provide for a single systein of care in which the counties
assumed responsibility for the provision of services. The manner in
which the systemm was decentralized, however, precluded the State
from exercising programmatic control. The county programs, which
had traditionally functioned autonomously, were free to develop
their patterns of service delivery unfettered by State intervention.

3&@52:&&: of Control. The lack of afiercare sérvices for former
hospital patients can be traced, in large part, to the pattern of radical
decentralization that accompanied implementation of the new law.
Althqugh the legislatire attempted to shore up certain provisions of

-v.m. n order to induce the counties to increase their efforts in the
provision of aliercare services, its efforts had litde effect. Local
programs, oriented toward the voluntary, easier-to-manage clients,
had developed independently of the state hospitals, whose programs

X L-P-S is Cameron’s abbreviation for the Lanterman-Petris-Short Act, passed in 1968. This legislation o :
meodified California’s original community mental health services act (1957) in several ways. 1 will ©
summarize the modifications in our discussion,



